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CASE REPORT

A young male patient with persistent
fever due to tuberculous peritonitis
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Tuberculous peritonitis is an uncommon disease in Hong Kong. We
report a case of tuberculous peritonitis in a young male. The patient
presented with persistent fever and intermittent cough for 1 month,
but had no gastrointestinal symptoms. It was only through detection
of slight abdominal ascites that subsequent abdominal paracentesis
and laparoscopic biopsy confirmed the diagnosis. Appropriate anti-
tuberculous treatment was prescribed. Progress was complicated by
persistent fever and liver function derangement, successfully
managed by careful titration of antituberculous medications.
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Introduction

It has been reported that up to 5% of patients with tuberculosis (TB)
may have abdominal disease. Of these, 25% to 60% may have peritoneal
involvement Concomitant active pulmonary TB associated with abdominal
TB has been reported to range from 20% to 3@®Reritoneal TB can
originate from mesenteric lymph nodes, or through haematogenous
spread. Symptoms are usually insidious, with abdominal swelling, fever,
night sweats, anorexia, weight loss, and abdominal®pHnese typical
symptoms may be absent, however. Clinicians should maintain a high
index of suspicion for TB peritonitis, since missing the diagnosis can
result in significant morbidity and potential mortalify.

Case report

A 22-year-old Chinese male was referred to the Department of Medicine
and Geriatrics at Our Lady of Maryknoll Hospital by his family physi-
cian in May 1999 for symptoms of persistent fever and chills, together
with intermittent cough for 1 month. Chest X-ray showed no abnormality.
There had been no significant past medical or drug history. The patient
also denied any history of substance or drug misuse, or multiple sexual
partners.

The patient worked as a salesman and travelled to China most weeks.
There were no gastrointestinal complaints, such as abdominal pain or
bowel irregularity. The patient reported that he had lost approximately
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10 kg over the month of his iliness. Private practitio
ers had prescribed various cough medications a
antibiotics, which had had no effect on the patient
symptoms.

On initial examination the patient was febrile
with a temperature of 378. There was no jaundice,
cyanosis, or pallor. Chest examination showed
abnormal signs and there was no palpable lymp
adenopathy. Cardiac examination was normal, with
detectable murmur. Abdominal examination revealed
mass, organomegaly, or free fluid on admission. Rec
examination showed the presence of soft yellow sto
with no mass detected. Neurological examination Wi

unremarkable. No rash or skin lesion was detect&%goaihggagﬁggi%%igt‘)’ieet\",\‘;gn”t‘)% a%?grr:‘é”;éfi%’ri]teyum

There was no sign of joint inflammation or arthritis®
Fundal examination was normal. The patient was th
investigated for pyrexia of unknown origin.

The results of the investigation showed a haem
globin level of 108 g/L (normal range, 140-180 g/L),
mean corpuscular volume of 81.2 fL (normal rangg
76-100 fL), a white blood cell (WBC) count of 5.5 X
1C°/L (normal range, 3.2-9.8 x 1AL), a platelet count
of 338 x 10/L, (normal range, 150-450 x 94/Q), and
an erythrocyte sedimentation rate of 56 mm/h (norm
range, 0-20 mm/h). Renal function tests (RFT) we
normal, as was urine analysis. Liver function tes
revealed slightly increasing levels of alkaline phos
phatase (ALP) of 153 U/L (normal range, 30-120 U/L};" — : :
andy-glutamy! transpeptidase of 162 IL (normaly 2 Leparescopic view of e avdominal couty
range, 0-30 U/L). Chest X-ray showed clear lunghe small bowel and peritoneum
fields. Blood, mid-stream urine, stool, and sputum
cultures were all negative. The cold agglutinin testould be clinically detected. Ultrasound-guided aspir-
for atypical pneumonia was negative. Hepatitis Btion of the ascites was performed and 25 mL of straw-
surface antigen testing was negative. Stool testsloured fluid was obtained. The ascitic fluid cell count
for parasites, including amoeba, were negative. Thickiowed a red blood cell count of 0.02 ¥?10, and a
and thin blood films were negative for malariaWBC count of 3 x 19L, of which 8% wergolymorphs
parasites. Antinuclear factor, the Widal test, Weiland 92% were mononuclear cells. Biochemistry
Felix test, Monaospot test, influenza A rapid test, an@ésting of the ascitic fluid revealed a ghse level of
human immunodeficiency virus antibody test wer2.5 mmol/L, and a protein level of 10 g/L. Siltaneous
all negative. Serum brucella and leptospira titrgslasma glucose was 6.5 mmol/L. A laparoscopic
were normal. Ultrasound of the abdomen revealedeaamination performed under general anaesthesia
normal liver echo, and the common bile duct, portakvealed a moderate amount of turbid peritoneal fluid.
vein, and spleen were not enlarged. The gall bladdEne peritoneum was inflamed, with multiple small
was normal, with no stones, and the pancreas awtlite seedings. The small bowel visualised was
kidneys were unremarkable. A small amount of ascitrmatted, with adhesions between the small bowel and
fluid was noted, however. peritoneum, together with multiple small seedings

on the serosa (Figs 1 and 2). These seedings were

The patient continued to be febrile, with temperasubsequently examined by biopsy.
tures of up to 40C despite initial oral erythromycin
therapy given empirically, for possible atypical pneu- At this stage, the diagnosis of TB peritonitis was
monia. In the few days after admission, the patientaade. The patient was given the following anti-TB
abdominal distension was more noticeable and ascitegdications in the appropriate dosages: isoniazid
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(INAH), rifampicin (RMP), ethambutol (EMB), 2 weeks. Isoniazid, followed by RMP, was gradually
pyrazinamide, and pyridoxine (B6Mis fever subsided re-introduced, with close monitoring of liver function.

4 days after initiation of treatment. Although peritofever eventually subsided completely, some 6 weeks
neal fluid and sputum smeatrs for acid-fast bacilli (AFBafter the second admission. The patient was later
were negative, the peritoneal biopsy revealed maudjscharged, continuing on appropriate doses of INAH,
tuberculoid granulomas, with positive Ziehl-NeelseRMP, OFL, and EMB. He was subsequently seen at
staining for AFB. The diagnosis of TB peritonitisan outpatient clinic. Peritoneal fluid and sputum
was thus confirmed. The patient was discharged cnltures for AFB were positive, the AFB being sensi-
appropriate medications after resolution of his fevaive to INAH, RMP, EMB, and SM. Ofloxacin was
and cough, with follow-up in the specialist outpatienthen discontinued. Ethambutol was also discontinued
clinic planned. 2 months after the successful re-introduction of RMP.

The patient was readmitted 5 days later with recuBiscussion
rence of fever, (temperatures of up t6@P and chills.
His chest was clear on examination. The abdomémnual reports from the Chest Service of the Depart-
remained slightly distended. Complete blood coumhent of Health, Hong Kong, indicate that TB peri-
revealed a WBC count of 7.1 x°1D. Erythrocyte sedi- tonitis is a very uncommon condition in Hong Kong
mentation rate remained at 52 mm/hr, and RFTs wefEable)? A high index of suspicion is required in order
normal. Alkaline phosphatase was slightly elevated to reach the correct diagnosis, especially when there
139 U/L (normal range, 30-120 U/L). Repeat abdonare relatively few gastrointestinal symptoms and signs,
inal ultrasound revealed a loculated effusion of 5 x 5as seen in this case. Paracentesis for cell count and
3 cm, inferior to the right lobe of the liver, togethebiochemistry aid in the initial diagnosis but are not
with fibrous strands inside. Abscess formation wasonsidered to confirm the diagnosiBeritoneal fluid
suspected. Paracentesis was performed, with orfbr AFB smears may be negative and culture for AFB
90 ml of straw-coloured fluid drained from the rightakes several weeks. Laparoscopy with direct vision
infrahepatic region. There was no pus detected. Fluidithe peritoneum, as well as tissue biopsy for histology,
for biochemistry showed a glucose level of 2.9 mmol/lis recommended for confirmation of the diagnosis of
a protein level of 54 g/L, and a WBC count of 1.22 XB peritonitis®
10°/L, of which 97% were monocytes and 3% were
polymorphs. Peritoneal fluid for AFB smear, gram stain Persistent fever after initial anti-TB treatment is a
and culture for bacteria were all negative. As no abelatively common phenomendnn this patient,
scess was found, the fever was attributed to ongoifeyer persisted for 6 weeks before total subsidence,
active tuberculosis, although the possibility of drugeausing great distress and concern for the patient and
induced fever could not be entirely excluded. In viewis family. Clinicians should persevere with anti-TB
of the serious infection, anti-TB drugs were continuetleatment after confirmation of the diagnosis. If other
with close monitoring of progress. causes of fever have been excluded, and the fever

persists for a lengthy period or becomes distressing,

A few days later, the patient’s liver function waghen a short course of prednisolone can be #iEd-
noted to be impaired. Alanine aminotransferase wé#ntial liver toxicity due to anti-TB treatment requires
found to be 288 U/L (normal range, 0-35 U/L), aspaclose monitoring. If the hepatitis is severe, then all
tate aminotransferase was 567 U/L (normal rangkepatotoxic anti-TB drugs must be temporarily dis-
0-35 U/L), and ALP was 204 U/L. The initial four-continued and treatment changed to non-hepatotoxic
drug regimen was changed to EMB, streptomycianti-TB drugs such as SM, EMB, and OFL. When liver
(SM), and ofloxacin (OFL) on suspicion of drug-function returns to normal, the hepatotoxic drugs can
induced impairment in liver functiochThe patient’s be re-introduced one by one. Usually only one or two
liver function gradually improved during the nexthepatotoxic drugs can be successfully re-introdéi€ed.

Table. Tuberculosis notification in Hong Kong (1994-1998)

Year Total number of cases of tuberculosis notified Number of cases with tuberculous peritonitis
No. (%)

1994 6319 18 (0.28)

1995 6212 13 (0.21)

1996 6501 11 (0.17)

1997 7072 13 (0.18)

1998 7673 8 (0.10)
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Conclusion Taiwan: a report from Veterans’ General Hospital, Taipei.
Tuber Lung Dis 1995;76:35-8.
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